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Relatives Doctor Nurse Facebook
TOPIC Rank Mean Rank Mean Rank Mean Rank Mean
Crisis (e.g. blood
pressure , delir…)
1 4,9 25 3,88 22 3,95 23 4,14
My help (e.g. participate
actively…)




3 4,71 18 4,15 21 3,98 8 4,52




5 4,67 15 4,35 19 4,02 20 4,26A1
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Background
Relatives in intensive care units (ICUs) are important partners in the
decision-making process on the treatment of critically ill patients and
provide a significant resource in the care and rehabilitation of pa-
tients [1].
Symptoms of anxiety, stress and depression are common in affected
relatives who often face excessive demands [2]. The majority of fam-
ily members report some level of anxiety, depression and stress [3],
sometimes even resulting in post-traumatic stress disorder (PTSD).
Importantly, an association between lack of information and PTSD
has been reported [4]. It is therefore critical to provide accessible and
sufficient information to meet the needs of families [5]. Conse-
quently, we surveyed relatives about their information needs. The
survey results form the basis of a randomized controlled trial.
Material and methods
Based on a questionnaire of Peigne et al. 2011 among ICU profes-
sionals and relatives we asked (N = 336) people (relatives, nurses,
doctors, members of an ICU related group on the social network
facebook) for their opinion. The questions could be ranked on a scale
of 1 for ‘not important’ to 5 for ‘very important’, with 0 signifying ‘not
interesting at all’.
Results
The assessment of the importance of the topic differed between all
groups (Table 1). The top five topics for relatives were ‘crisis’, ‘my
help’, ‘hospital germs’, ‘pain’ and ‘probabilities and assumptions’.
Conclusions
We noted significant discrepancies with regard to the prioritization
of topics. Therefore, there is a high risk for inadäquate information.
None of the top five topics for relatives featured among the top five
(as well as ten) topics for doctors. Similarly, important topics for
nurses and carers only minimally overlapped with those of relatives.
This shows that ICU staff views on the importance of topics differ
notably from those of relatives. These insights could be taken into
account and used for structuring conversations with relatives, with
potentially high impact.© 2016 The Author(s). Open Access This artic
International License (http://creativecommons
reproduction in any medium, provided you g
the Creative Commons license, and indicate if
(http://creativecommons.org/publicdomain/zeThe results present the basis for a continuing double-blind random-
ized study testing the impact on stress, anxiety and depression
among relatives of information made available online.
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Background
The correct use of the Surgical Safety Checklist (SSC) in daily routine is
important in order to create a safe environment. Within the University
Hospital Graz, the use of the SSC became mandatory five years ago,
and since then, in regular intervals unannounced audits took place [1].
The audits revealed that in more than 90% of operations a SSC is used,
however, just approximately 50% of SSCs-items are totally ticked off.
That’s why, a new instrument was implemented, in order to evaluate
the use of the SSC in “real-time” in an operating room (OR).
Material and methods
The new tool allows the evaluation of SSC-use in real-time [2]. The
so-called “patient safety feedback” includes checklist items to proof
the use of the pre-operative checklist, antibiotic prophylaxis and
Sign-in, Team-Time-out and Sign-out. The observers proof, if all ne-
cessary patient safety steps are correctly performed by healthcare
professionals. The observation takes place by two independent em-
ployees, not working in an operating room. They have comprehen-
sive knowledge of the perioperative process and are experts in risk
management. Each checklist item was ranked on a 5-point-Likert-
scale ranging from “1 = compliance is given“, “4 = none compliance”
and “5 = cannot be evaluated”. Six operations were observed within
one day (results are shown in mean ± SD and median). According to
our internal monitoring tool, mean values between 1 and 1.5 are
highlighted as “very good” (green), mean values between 1.6 and 2.0
are highlighted as “bad” (yellow) and values above 2.1 are
highlighted as “insufficient” (red).
Results
The preoperative checklist was used for all six planned operations,
however, some items on the checklist were not ticked-off (1.2 ± 0.4;
median: 1.0). Antibiotic prophylaxis was given in most cases (1.3 ±
0.5; median: 1.0) in the time-frame as supposed (30–60 minutes be-
fore skin incision). In general, the Sign-In was done very good (1.2 ±
0.4; median: 1.0), the Team-Time-out (2.2 ± 0.8; median: 2.0) and the
Sign-out was done incorrectly in almost all cases (2.4 ± 0.9; median:
3.0) (Fig. 1).
Conclusions
The use of the SSC often evokes criticism as healthcare professionals
still do not see a benefit of using the SSC. Therefore, the correct use
of the SSC must be trained to overcome these hurdles. Results also
show that only measuring SSC-compliance (proof of available SSC
and prove if checklist items are ticked off correctly) [1] paints a differ-
ent picture when compared to results of “real-time audits” in an OR.
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Background
In 2014 the Austrian Society for Quality and Safety in Healthcare (ASQS)
was founded. The aim of ASQS is to connect healthcare experts espe-
cially in the field of quality and risk management. Thereby, ASQS focus
on nationwide discussions concerning quality as well as patient safety
tools and initiates implementation and sustainability science for patient
safety relevant topics in Austria. A nationwide survey amongst Austrian
healthcare experts was performed in order to identify “best-practice
projects” in hospitals, which might be suitable to join it with others.
Material and methods
300 healthcare professionals were interviewed using an online-
survey tool (Table 2), whereas one out of seven questions is shown
here. The survey was open for one month and three reminders were
sent out to all, who did not answer to the survey in the meantime.
Results
60 healthcare professionals (20%) responded to the online survey,
whereas 53 (18%) answered to the given question. In total, 308 patient
safety relevant projects were mentioned by Austrian healthcare profes-
sionals. The use of patient surveys seems to be the most frequently
used tool in Austrian hospitals. Furthermore, safety tools to avoid medi-
cation errors, wrong patient identification and falls were also men-
tioned very often as “best-practice projects”. Safety tools to avoid
therapeutic induced infections, wrong site/wrong patient, patient hand-
over failures or hand over and projects concerning patient empower-
ment were underrepresented when compared to others (Fig. 2).
Conclusions
More than 300 patient safety relevant projects were reported by 53
healthcare experts. In mean, approximately 6 projects were mentioned
by each survey participant. Much effort is invested by each of these orga-
nizations in order to best implement projects to increase patient safety.
However exchange of ideas and common science on implementation
and sustainability is not available, so far. Healthcare experts, i.e. quality
and risk managers would profit from a network of experts.
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Item ASQS will publish best-practice projects. Which project is in your healthcare
environment a so-called „best-practice“-project, which you would like to
join with others?
1. Safety tools to avoid
a. Medication errors
b. therapeutic induced infections
c. wrong site/wrong patient
d. wrong patient identification
e. patient handover failures




2. Communication with patients




Fig 2 (A3). Counts of best-practice projects in Austrian hospitals
Fig 3 (A4). Average availability of all mandatory disciplines in 2014
and 2015A4
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Background
Coordination of information, diagnosis and further treatment regime
of patients with a malign tumor is essential and complex. Therefore,
tumorboards (TB) are implemented, where representatives of radio-
oncologists, oncologists, radiologists, pathologists and the respective
surgical discipline meets in regular intervals to suggest the further man-
agement and treatment of patients with a malign tumor. For a working
TB it is essential that all mentioned disciplines are present in the respect-
ive TB in order to discuss each case. At the Comprehensive Cancer Center
Graz (CCC-Graz), twelve TB were available in 2014 and two of these were
merged in 2015, which are hold in weekly intervals. The aim of this study
was to evaluate the overall presence of requested disciplines retrospect-
ively for each TB in order to generate further possible improvements.Material and methods
Each TB as well as the presence of each discipline is documented in
the hospital information system (HIS). Furthermore, the number of
discussed patients and further suggestions for treatment for each
case are documented (data not shown). Data from HIS were investi-
gated for all TBs at the CCC-Graz in 2014 and 2015.
Results
Overall, the availability of mandatory disciplines increased when
compared to 2014 (2014: 82.2%; 2015: 87.0%). In two TBs the avail-
ability of mandatory disciplines decreased (TB 4 and TB 10), which
was most likely due to merging these two TBs (see TB 12 in Fig. 3).
Conclusions
To discuss malign cases in a teamwork approach, the contribution of
all mandatory disciplines in each of the TBs is needed. These data
show that the mandatory presence of disciplines was below 100%
but increased within the observation period of two years. Reasons
for not reaching 100% attendance might be that i) the documenta-
tion in HIS was not carried out properly with respect of presence or
absence of a mandatory discipline and/or ii) that the availability of a
certain discipline was not seen as essential for any reason. Therefore,
in the future, documentation of disciplines taking part in a TB needs
to improve. Furthermore, there seems a certain need to re-define the
mandatory presence of certain disciplines in a given TB.
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Background
According to internal and external guidelines a tumorboard (TB) consists
of representatives of radio-oncologists, oncologists, radiologists, pa-
thologists and the respective surgical discipline. It is also defined that all
TB-members should meet at least twice in a month and discuss pre- or
postoperatively patients with a malign tumor in order to recommend a
distinct treatment protocol for a patient. It’s then the patients’ decision if
the recommended therapy should be carried out or not. For a TB it is also
essential, that all requested healthcare professionals are available in a TB-
discussion and it is also important that all relevant information for each
patient is available at that time. In the Comprehensive Cancer Center
Safety in Health 2016, 2(Suppl 1):9 Page 4 of 12Graz (CCC-Graz), 11 TBs are implemented. In order to evaluate if TBs are
well organized concerning quality of communication, availability of rele-
vant information and recommendation finding, an instrument was identi-
fied and adjusted to our needs.
Material and methods
According to available literature, a checklist was designed, to evaluate TBs.
In a pilot study, 4 out of 11 TBs will be evaluated with the new instrument.
The checklist asks if the i) necessary infrastructure (technical equipment,
hardware, software, etc.) and ii) relevant patient information are available.
Furthermore, the quality of presenting the information, quality of team-
work and ability to reach a decision for treatment recommendation will
be checked for each patient. All checks will be done by an employee of
the Dep. for Quality and Risk Management, a graduand and a consultant.
Results
According to literature search, the instrument of Lamb et al. best
suited our needs [1]. The validated decision making score was trans-
lated into German (Fig. 4).
Conclusions
The use of the checklist will be part of a diploma thesis. Approximately
240 TB-patients will be reviewed using the translated score. In order to
evaluate if any differences in scoring occur, results of the graduand,
consultant and the member of the administration will be compared.
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Background
Insulin charts are the main tool for documentation of diabetes treat-
ment in approximately 10% of all hospitalized patients [1–3]. Insulin
charts are used to prescribe, document and interpret diabetes man-
agement. Variabilities in insulin charts can have an influence on the
quality of care [4]. Prescribing errors, not legible handwriting, and ab-
normal blood glucose (BG) monitoring can occur [5].
At the University Hospital Graz, Austria, there is a high heterogeneity
of 20 different charts for in-hospital insulin prescription. Our object-
ive was to generate a new standardized paper-based insulin chart to
improve safety and quality of diabetes management in hospitals.
Materials and methods
The new insulin chart was developed by an interdisciplinary team
based on international literature [4, 6], local standards and results
from audits at the University Hospital Graz in 2015 regarding struc-
ture and process quality. In an iterative process all relevant parts of
the new chart were discussed before a consensus was found for the
design of the final version.
Results
The new chart was conceptualized for insulin therapy only and is shown
in Fig. 5. Because of structural deficits of the audited charts a limited
process quality arose as a result (Table 3). Therefore the new chart com-
prises fields for five days of documentation for patient identification, BG
monitoring, insulin orders and insulin administration as well as supple-
mental insulin orders. The field BG monitoring includes the option to pre-
scribe the BG sampling frequency individual per day depending on
patient’s needs. BG levels can be displayed on a quasi-graph record with
BG ranges to facilitate documentation and to quickly identify relevant de-
viations as hypo- or hyperglycemia. To ensure transparency in the process
of insulin orders and insulin administration, the fields were separated.
Structural conditions for identification of person and time were created for
these fields. Space to document hypoglycemia treatment was generated.
Conclusions
The new standardized paper-based insulin chart is necessary to
standardize documentation of a complex therapy and to ensure trans-
parency. It should positively influence safety and quality of patient care
and increase health care professional’s safety. Therefore, the implemen-
tation and a subsequent evaluation are planned.
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Background
An essential part of the educational program Speech and
Language Therapy (SLT) is to provide students with practical ex-
perience so that they can apply theory knowledge acquired in
lectures [1, 2]. The aim of the course “Integrative Process“ (IGP)
is to make sure, that the logopedic and diagnostic – therapeutic
competences are applied in practice in a therapy practice set-
ting, which is especially equipped for that purpose and located
at the SLT institute at FH JOANNEUM. From the 4th to the 6th
semester students conduct logopedic diagnostics and therapy in
the areas of child language and voice under the permanent
supervision of experienced Speech and Language Therapists
(SLTs). The course “logopedic teaching practice” comprises iden-
tifying problems, planning, documenting, reflecting, evaluating
and quality assurance.
Material and methods
The logopedic teaching practice is located in three therapy
rooms and an audiometry chamber equipped up-to-date at FH
JOANNEUM, with a modern transmission system to ensure
quality of supervision. In mini groups of two students (therap-
ist and co-therapist) patients are treated under the supervision
of a lecturer. The SLT lecturer can observe the (therapy) ses-
sions sitting behind a one-way-glass. After each (therapy) ses-
sion the SLT lecturer and student reflect on the session,
analyzing methodic – logopedic and social – communicative
competences of the student and reactions of the patient, re-
spectively. At the beginning of each semester students write a
diagnostic report and at the end of the semester a final re-
port, which is then send to the referring medical doctor.
Results
In order to adhere to medical data protection, each student
has to sign a data privacy statement before the course starts.
All procedures to protect patients’ medical data are listed and
possible legal consequences are stated. Patients and their rela-
tives, who are treated in this course at FH JOANNEUM, are
educated about the logopedic offer in the first session. This
procedure is obligatory, because it is written down in the Al-
lied Health Profession (MTD) regulations, stating that patients
have to be educated about the planned treatment [3]. Add-
itionally to being educated about logopedic procedures, the
treatment contract also states that patients and their legal rep-
resentatives, respectively, have access to all documents written
in the course of the therapy teaching practice, which can be
revoked any time.
Conclusions
In this course lecturers not only support students to develop practical
competences, they are also constantly responsible for the well-being
of the patients.
References
1. Bundesministerium für Gesundheit (2013). Gesundheitsberufe in Österreich.
http://www.bmgf.gv.at/cms/home/attachments/2/9/2/CH1002/
CMS1286285894833/gesundheitsberufe.pdf
2. FH-MTD-Ausbildungsverordnung (2006). http://www.ris.bka.gv.at/Dokumente/
BgblAuth/BGBLA_2006_II_2/BGBLA_2006_II_2.pdf
3. MTD-Gesetz (2006). https://www.ris.bka.gv.at/GeltendeFassung.wxe?
Abfrage=Bundesnormen&Gesetzesnummer=10010701
Safety in Health 2016, 2(Suppl 1):9 Page 6 of 12A8
Development and implementation of a progress test in
undergraduate dental education: a prospective Austrian pilot
project
Barbara Kirnbauer1, Petra Rugani1, Norbert Jakse1, Johannes
Bernhardt-Melischnig2, Rudolf Egger3
1Dental School, Division of Oral surgery and Orthodontics, Medical
University of Graz, Graz, Austria; 2Institute for Medical Informatics,
Statistics and Documentation, Medical University of Graz, Graz, Austria;
3Institute for Educational Science, Karl-Franzens University, Graz, Styria,
Austria
Correspondence: Barbara Kirnbauer (barbara.kirnbauer@medunigraz.at) -
Dental School, Division of Oral surgery and Orthodontics, Medical
University of Graz, Graz, Austria
Safety in Health 2016, 2(Suppl 1):A8
Background
Progress testing was developed during the 1970ies as an assess-
ment tool to verify students’ growth of knowledge during an
educational programme and consequently to evaluate the pro-
gramme’s quality. Nowadays it is an established instrument in hu-
man medicine curricula throughout Europe and beyond. This
useful tool is not, however, well established in dental education
[1,2]. A pub med search revealed only one result concerning a
dental progress test, in the Peninsula schools of medicine and
dentistry in Plymouth [1]. The aim of this project is to establish a
German-language dental progress test for the undergraduate
dental curriculum at the Dental school of Medical University of
Graz (Austria).
Material and methods
A pool of around 350 single best answer and K-type multiple-
choice items at graduation-level from the specialist fields of Oral
Surgery, Oral Medicine and Oral Radiology were compiled by a
single author at the Division of Oral surgery and Orthodontics,
Medical University of Graz. The author is a senior staff member
with 10 years of experience in dental education. Special attention
was paid to designing realistic case-vignettes and factual as well
as practical knowledge at a higher cognitive level was targeted.
Clinical pictures and radiographs were also included. Each ques-
tion underwent a group and individual functional review by se-
nior academics in house as well as external from the Medical
University of Vienna and a formal review before final inclusion in
the question pool.
Results
Progress testing starts in June 2016 and will continue for at least two
further terms. Participation is compulsory for all dental students in
terms 7 to 12, with 72 persons at most taking part, as approved by
the local advisory committee of dental study affairs.
For each test, around 100 items will be randomly selected based on
a predesigned blueprint. First results and item statistics will be
presented.
Conclusions
This is the first report of the introduction of a dental progress
test in a German speaking country. It is expected that progress
testing will be a valid and reliable tool for the assessment of
level of knowledge at the Dental School of Medical University of
Graz. This test should also be a possibility to guarantee a high
educational level of graduates and to raise patient safety. Al-
though labour intensive, it is thought to be a desirable assess-
ment tool in dental education from which students, educators
and patients can profit [1,2].
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Background
Frequently, patient receive insufficient information about their
health status when discharged [1] or do not adequately com-
prehend the information given (47% EU average struggle with
information) [2]. Potential consequences are an increased risk
of readmission [3], mistakes e.g. in the self-administration of
medication, or an inadequate flow of information between
health institutions providing further care [4]. The aim of this
pilot study is to identify the information needs of patients,
and current information given to the patients about their
health state at discharge. A subsequent evaluation should elu-
cidate whether the information given was adequately commu-
nicated on the health literacy level of patients, and whether
the content corresponded to the information needs of the pa-
tients (Fig. 6).
Material and methods
The pilot study consists of two stages.
1. In the first stage, focus groups with patients are conducted
after their discharge to evaluate patient needs.
2. In the second stage, a survey is conducted to gain patients
insights after their discharge.
Results
Expected results are findings about patients’ specific information
needs obtained directly from those concerned. Further findings will
include data on the number and length of actually conducted dis-
charge conversations with patients, on the content of these conver-
sations, and whether they met the needs of patients with regard to
content and form of communication.
Conclusions
If patient information encouraging the maintenance or improvement
of the patient’s health state is not delivered adequately, there is an
increased risk of the patient’s being unable to sufficiently self-care or
to take health-promoting measures.
Apart of the necessary space for patients to freely and confiden-
tially discuss matters relevant to them [6], the adequacy of the
informational content is vital as well. The findings regarding in-
formational and explanatory needs, and actual situation provide
the basis for further measures to improve discharge information.
Not only the fulfilment of legal framework conditions such as
ELGA [7], but a variety of other measures is necessary in order to
reduce undesirable side effects, for instance readmission [8], and
to improve patient safety.
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Background
Clinical pharmacy services (CPS) are well established means to im-
prove patient safety by systematically addressing medication-related
problems (MRPs). Within the framework of the Austrian health care
reform, a publicly funded project with the aim of resolving MRPs by
in-hospital CPS was conducted. The aims of the study were firstly to
detect MRPs and to analyse the clinical pharmacists’ interventions,
and secondly to retrospectively assess direct medication cost-savings.
Material and methods
CPS were implemented on three specialised surgical wards in a large
academic teaching hospital: cardio (28 beds), trauma (28), and max-
illofacial surgery (40). Services included medication review (MR) ofnewly admitted patients and patient counselling at discharge on week-
days. Ward round participation took place at least once weekly. All
MRPs, interventions, and the physicians’ acceptance rates (AR) were re-
corded during the study period (10/2014 to 09/2015) according to an
adapted classification system [1]. 12-month direct medication cost-
savings (social insurance prices) were calculated for three types of im-
plemented interventions (i.e. discontinuation, dose reduction and
switch to oral route) and for chronic use medicines. For temporary use
medicines (e.g. analgesics, antibiotics) cost-savings were calculated for
5 days. Total savings were calculated for a sample of patients.
Results
MRs were performed in 5.194 patients, with 3.741 MRPs detected in
3.706 (71.4%) patients (43.9% female; average (±SD) age: 63.7 (±18.1)
years; average (±SD) medicines/day: 9 (±4.4)). The five most common
MRPs (%) and most frequently affected medicines were: wrong docu-
mentation of medicines in medical charts (34.2; tramadol, diclofenac,
and esomeprazole), request of specific information and therapy dis-
cussion (13.4; sultamicillin, tramadol, and amoxicillin/clavulanate),
supratherapeutic doses (9.3; proton pump inhibitors (PPIs) and allo-
purinol), unnecessarily prescribed medicines (8.1; PPIs and diclofenac)
and suboptimal administration route (6.3; diclofenac, pantoprazole,
paracetamol). The five most common clinical pharmacists’ interven-
tions and corresponding ARs (%) were optimisation of documenta-
tion (34; AR: 98), provision of information (16.3; AR: not applicable),
recommendations to discontinue medicines (12.1; AR: 75.8), dose
changes (11.3; AR: 60.1), and prescriptions of new medicines (6.2; AR:
87.8). The overall physicians’ AR was 86.5%. 12-month cost-savings of
all implemented interventions totalled about 50.270€. Approximately
680 (±280) € per patient could potentially be saved by CPS.
Conclusions
CPS have considerably contributed to the resolution of MRPs in
surgical patients as illustrated by the high number of interventions
performed and the high acceptance rate. CPS come with the poten-
tial for important direct medicines cost-savings, while indirect cost
savings are not yet at all considered.
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Background
Due to the increasing population growth from the most different re-
gions of the world, problems in communication with patients and
their relatives are arising. Since there is not always the possibility or
necessity to call for a translator/interpreter, the question is now, how
you can explain to the patient what’s going on. Even the common
“talking with hands and feet” pushes boundaries these days. There-
fore this problem was picked up and with simple but extremely ef-
fective means solved. To carry out a correct x-ray in radiology we use
very often standard phrases. For example a lung x-ray with the
wrong breath technique could lead to a false diagnosis and may lead
to a wrong therapy for the patient.
Material and methods
To avoid this problem, we collected the most frequently used
phrases and had them translated by an interpreter. You find the
folders with the phrases, sorted by languages, in every treatment
room. The interaction with the patient is much easier now.
Signs are another important tool for good communication man-
agement. Pictograms have always been very important in the cul-
ture of people. They can often transcend languages in that they
can communicate to speakers of a number of tongues and lan-
guage families equally effectively, even if the languages and
Fig. 7 (A12). Comparison of bystander CPR rates in the investigates
emergency physician response systems
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realized the importance of signs. Especially in critical situations
are such striking hints very useful.
A well placed and good visible sign in the waiting area can help the
patient and accompanying person to know in advance what to do
and what to expect before the examination. But the most important
aspect of a Pictogram is, that people guess without knowing the lan-
guage with a simple graphic display what to do or what’s going on.
Nevertheless you should be aware of too much signs with too much
information since it would only lead to more confusion and would
not be very effective.
Results
These two methods are helping to get in a better inaction with the
patient. The phrases are used since one year and it was still neces-
sary to extend them by different languages due to the migrant crisis
in Europe.
Conclusions
Is it really necessary to take a folder or is it even better to talk with
“hands and feet”? Are patients really looking at signs while they are
waiting for an examination?
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Background
In prehospital emergency medicine cardiopulmonary resuscitation
(CPR) is regarded a key procedure. Quality management relies heavily
on registry data [1,2]. However, documentation and registry data
input may be unpopular tasks for all medical professions. This
manuscript describes the differences in data quality in the German
Resuscitation Registry (GRR) between data collected by prehospital
emergency physicians versus the Emergency Medical Technicians
(EMT).
Material and methods
In 2015 the emergency physician response system at the Medical
University of Graz took part in the GRR and recorded all patients
suffering from out-of-hospital cardiac arrest (OHCA). In the same time
the regional Red Cross ambulance service was participating in the
GRR too and instructed their EMTs to record all cardiac arrest
patients. The Medical University’s documentation was performed by
the physicians themselves and was managed by the system’s medical
director continuously. EMTs were officially instructed and received
training for data input before data entry started.
Results
In 2015 physicians recorded 110.5 cases of OHCA per 100,000 citi-
zens per year, whereas only 70.1 OHCA cases per 100,000 citizens
per year were documented by EMTs. The incidence of initiated CPR
was higher than the GRR’s average (74.2/ 100,000), yet EMTs docu-
mented only a rate of 37.9. Furthermore, a rate of bystander CPR of
only 19.6% was found by emergency physicians, whereas the ambu-
lance service’s registry yields a rate as high as 40.1% (Fig. 7).
Conclusions
International registries are important tools for quality and risk
management. However, correct and responsible data recording is
an indisputable requirement and should be managed and con-
trolled by physicians [3]. Incomplete or false data may result in
incorrect interpretation and conclusions, undermining the value
of such registries.
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Background
Current evidence based practice for methicillin-resistant Staphylococcus
aureus (MRSA) decontamination consists predominantly of chlorhexi-
dine bathing in combination with mupirocin nasal ointment applica-
tion. However, there is a controversial discussion on potential risks
derived from unrestricted use of these substances in daily clinical prac-
tice with increasing numbers for chlorhexidine- and mupirocin-resistant
Staphylococcus aureus strains being reported [1–4].
Methods
In the present case-cohort-type observational study, MRSA presence was
detected in a challenging and difficult to handle group of inpatients at
the Albert Schweitzer Hospital in Graz, Austria. The MRSA screening
protocol included swab sampling at different patient´s body sites. All of
the MRSA positive patients were included in the following decontamin-
ation procedure with octenidine-based products which also included
regular hand disinfection, daily bed linen changes and disinfection of
patient-side surroundings such as glasses, hearing aid, remote controls
and door handles as well as single use toothbrushes and combs.
Results
At baseline, MRSA presence was detected in 25/126 (20%) patients.
MRSA was detected in 13/126 (10%) nose swab samples, in 12/126
(10%) skin swab samples, in 11/51 (22%) PEG-stomata or suprapubic
catheters swab samples, and in 8/13 (62%) tracheostomata swab
samples. Wound swab samples of 6 patients were negative for MRSA
presence. Only 13/25 (52%) of patients with positive results showed
MRSA in the nose, suggesting exclusive screening of the nose might
lead to underreporting. Only MRSA positive patients were included
in the following decontamination procedure with octenidine-based
products. Strict application of the decontamination protocol resulted
in a reduction of 68%. When non-compliant and deceased patients
Fig. 8 (A14). Structure of the QUIPS and Pain out registries
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pliant patients. No adverse events occurred. 70% of all patients who
were decontaminated and still hospitalized after 6 months, remained
negative for MRSA presence.
Conclusions
The MRSA decontamination with non-antibiotic octenidine-based
leave-on products showed to be safe and effective.
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Background
Postoperative pain is a common experience for both children and
adults. In hospitalized adults up to 67% and in children up to 87%
reported pain within the last 24h [1–6]. Furthermore, after certain in-
terventions like orthognathic surgery up to 40% reported PONV
within the first 24h after surgery [7]. Both pain medication and pos-
sible side effect are important issues in postoperative care.
To get new insights in actual pain management, identify surgeries
with need for improvement in pain management and to give hospi-
tals the opportunity to learn from other ones, the German QUIPS
registry (Qualitätsverbesserung in der postoperativen Schmerztherapie/
quality improvement in postoperative pain management) was
implemented.
Material and methods
The QUIPS registry exists since 2006. Demographic data (e.g. age, sex),
clinical data (type of surgery, medication) and patient reported out-
comes (e.g. pain, side effects like PONV) are included. Special tools are
available for children (age: 4 to 18 years; QUIPS-infant), out-patients
(QUPS-ambulant) and follow up assessments (6 and 12 months after
hospitalization; QUIPS-follow-up). Furthermore, an English version for
not German speaking countries (PAIN OUT, PAIN OUT-infant) is avail-
able (Fig. 8). Within these registries data are stored and each hospital
(ward) has the opportunity to compare its results to (1) previous own
results or (2) other hospitals (these other hospitals are anonymized) by
using an implemented benchmark-server (Fig. 9). These comparisons
can be made for the whole patient group our subgroups (e.g. type of
surgery, age groups).
Results
Overall data of 520.742 patients (QUIPS: 459.513; QUIPS-infant: 6129;
PAIN OUT: 55.100), 326 hospitals (QUIPS: 219, QUIPS-infant: 13; PAIN
OUT: 94) and 35 countries (QUIPS: 3, QUIPS-infant: 3; PAIN OUT: 32)
are included in these registries.Based on these registries 51 manuscripts have been published in
peer reviewed journals. These manuscripts cover a wide range of dif-
ferent research questions from basic psychometric questions (item
order, number or response levels) [8,9], the analysis of a special type
of surgery (e.g. septorhinoplasty) [10] to an overview of a wide range
of surgeries [11]. Beside these scientifically high impact manuscripts
several manuscripts have been published reporting the experience of
single hospitals with the QUIPS registry [12].
Conclusions
QUIPS is a large acute pain registry. Analyzing QUIPS data can help iden-
tify deficits so that pain management in hospitals can be improved.
QUIPS also serves as a database for answering different basic or applied
research questions. Therefore, QUIPS can help minimizing both the expe-
rienced pain intensity and possible side effects (e.g. PONV).
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Background
Children’s admission to the hospital is often combined with severe illness,
pain and fear. In order to ease some of the fear and worry of children and
their parents a patient information film for children was made. The aim of
“Fredi Fox in the Children’s Center” is to visualize and explain the main
steps during a hospital stay in a way appropriate for the developmental
stage of the children admitted [1]. The film was made in cooperation with
the University Hospital Graz, Department of Quality and Risk Management
and the FH Joanneum University of Applied Sciences Graz, Institute of
Design and Communication, Department of Media and Design.
Material and methods
A user survey, involving interviews with patients, parents, nurses, surgeons
and a psychologist, as well as a competitor analysis were carried out in the
research phase. In the concept phase, preliminary sketches were created,
and a concept presentation meeting and the selection of the artistic style
took place. Illustration, video and sound development was followed by
the video production and animation. Before the finalisation of the video, a
phase involving feedback collection and usability testing was carried out.
Results
The video is shown on the hospital channel three times a day. More-
over, the video can be watched on mobile devices upon scanning a
QR-code. Posters with broadcasting times of the children information
video and the QR-Code are displayed on wards, in the entrance area
and the outpatients department. The video is also available on the
homepage and the Youtube channel of the University Hospital Graz
[2, 3] (Figs. 10 and 11).
Conclusions
Patients, whether they are children or adults, want to be seen as partners
in decision making regarding their health process. Children are encour-
aged to ask and stand up for themselves, nurses and doctors are urged to
engage with patients on a more individual basis. Empowering children in
a competent, mature and partnership-oriented way is a key factor for de-
veloping patients’ health literacy in patient centred health care systems [4].
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According to current guidelines, oral and enteral feeding and therefore
using the gastrointestinal tract is preferential in hospitalized patients, in
contrast to parenteral feeding (PN). Nevertheless, there are cases where
oral and enteral routes are not succeeding or patients simply do not
meet their nutritional requirements with oral and enteral nutrition. There-
fore, PN represents a safe alternative or additional approach. The primary
aim of parenteral nutrition is to offer a nutrient mixture according to the
patients’ requirements and, subsequently, to achieve an adequate nutri-
tional status of the patients. Furthermore, adequate nutritional care aims
at reducing the risk for complications and adverse outcomes [1]. In clin-
ical practice, there is great diversity in the use of PN and health personnel
has often uncertainties towards the application of PN. This stems from
the fact that PN carries the risk of overfeeding which can lead to serious
complications [1,2]. Therefore it was the purpose to develop a practical
pocket guide for PN in hospitalized adults. With this pocket guide our
aim was to standardize the application of PN at the University Hospital
Graz and moreover to improve patient safety and outcomes.
Material and methods
The pocket guide for PN was developed by the nutrition team of the
University Hospital Graz. Different professions, including dieticians,
physicians, pharmacists and nurses were involved in the develop-
ment process. The pocket guide is based on a comprehensive litera-
ture review of the latest literature and includes evidence based
recommendations for safe and effective parenteral nutritional care.
Results
The pocket guide on PN includes indications and contraindications for
PN and recommendations for laboratory monitoring such as special
measures in case of metabolic complications, like high triglycerides,
high urea or high blood sugar. Beside that, the application of different
infusion regimes, the handling of PN, composition of different all-in-
one bags for PN and the calculation of energy and fluid requirements
of patients are described. PN is indicated in the case of a fasting period
of more than 3–5 days, in case of a lack of oral/enteral nutrition, as well
as in case of contraindications for enteral nutrition [1].
Conclusions
PN represents a highly sensitive topic in clinical nutrition which needs
expertise from specialists in the field. The development of the pocket
guide for PN within the expert group of the nutrition team and the
implementation at the University Hospital Graz led to a standardized
and evidence based application of PN in patients with need.
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Background
Blood glucose management and avoidance of hypo-and hypergly-
cemic derailments are not only at wards for internal medicine achallenging task for the treatment team – also at surgical wards
patients with diabetes mellitus type 2 have to be treated. A
decision support system that supports doctors and nurses con-
cerning blood glucose management could improve the treat-
ment of these patients. The aim of this study was to evaluate
the efficacy and safety of the GlucoTab-system at a plastic-
surgical ward.
Material and methods
A total of 18 patients (9 women, age 65 ± 10 years, HbA1c 62 ± 21
mmol/mol, BMI 29.5 ± 5.5 kg/m2, diabetes duration 13 ± 10 years,
duration of hospitalization 9.9 ± 9.2 days) with diabetes mellitus type
2 were treated for the length of their hospital stay with the GlucoTab
system, an automated decision support system for the basal-bolus in-
sulin therapy.
Results
At hospital admission, the average blood glucose (BG) was 177 ±
76 mg/dl. After applying the GlucoTab system in routine medical
care at the plastic-surgical ward, the average BG was 138 ± 30
mg/dl. 83% of the BG measurements lay within 70–180 mg/dl.
0%, 1.9%, 14.5% and 0.8% of the BG measurements lay in the
BG-ranges <40 mg/dl, <70 mg/dl,> 180- <300 mg/dl and ≥300
mg/dl. The suggested procedures and insulin doses were ac-
cepted and carried out by the staff in > 87.4% and > 95.4% of the
cases.
Conclusions
The results of this study show that efficacy and safety of GlucoTab
system are given on a plastic-surgical ward. The GlucoTab system
leads to an optimization of BG management in the routine medical
care of patients with diabetes mellitus type 2.
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Background
Involvement of the patient in healthcare decisions is the principal
goal of patient empowerment in patient centered medicine [1,2].
Whilst the offers for shared decision making are ever increasing,
there still is uncertainty whether patients are willing to avail them-
selves of those opportunities [3]. The aim of this study was to assess
the public readiness for active participation in shaping the health-
care system.
Material and methods
A telephone survey amongst Austrian inhabitants was conducted.
Demographic parameters were assessed including age, gender, high-
est education degree, monthly income and number of inhabitants at
place of residence. The question asked was “If you could, which or-
ders would you place with the Austrian Society for Safety in Health?”.
Participants could choose anything up to two from the given options
(Table 4).
Statistical analysis was conducted with SPSS 23.0 for Windows (Armonk,
NY: IBM Cooperation). All results were ranked and Spearman-correlation
test was applied.
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1021 people participated in the study. 52% were female and the ma-
jority (58%) was from a city with more than 5,000 inhabitants. The
biggest proportion had a technical school degree (47%) and 60%
stated to earn more than 1,500€ per month (Table 5).
729 (71%) selected two answers, 261 (26%) selected one and 31 (3%)
chose no answer. The only demographic parameter associated with
choosing two answers was living in a big city (p = 0.031). The most
frequently selected option was “Improvement of patient safety stan-
dards” (n = 437, 43%). The most frequent combination of options was
“Improvement of patient education and communication” with “Im-
provement of patient safety standards” (Fig. 12). Only one correlation
could be found between demographic parameters and given an-
swers: participants with higher education chose option number five
significantly less often (p = 0.020).
Conclusions
There seems to be high public interest in participating actively
in future patient safety decisions which was reflected by the
great proportion (nearly ¾) of participants choosing the max-
imum of two options. The willingness for active participation is
probably higher in bigger cities. Whether the higher degree of
education in the urban regions may be a reason for this trend
can only be speculated upon [4,5]. Interestingly, high education
was associated with a decreased readiness to participate in regu-
lar surveys.
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Option no. If you could, which orders would you place with the
Austrian Society for Safety in Health?
(2 answers possible)
1 Improvement of patient education and communication.
2 Improvement of patient safety standards.
3 Involvement of patients in processes for patient safety
improvements.
4 Introduction of a uniform quality seal for patient safety
for Austrian hospitals.
5 Regular surveys on patient satisfaction and release of
the results.
Fig. 12 (A18). Chart showing how often each option and combinations
of options were selected. 1 = ”Improvement of patient education
and communication”, 2 = ”Improvement of patient safety standards”,
3 = ”Involvement of patients in processes for patient safety
improvements”, 4 = ”Introduction of a uniform quality seal for
patient safety for Austrian hospitals”, 5 = ”Regular surveys on
patient satisfaction and release of the results”
